A 23-year-old male presented for a second opinion about an area of suspected spontaneous posterior capsular rupture (PCR) [* in Fig. 1a and b] in the right eye (RE). Inferonasal to the center of the lens, there was an opaque white membrane attached to the posterior lens surface (arrow) accentuating the appearance of PCR [ Fig. 1c ]. There was a stalk [#, persistent fetal vasculature (PFV)] superonasal to this membrane going from the posterior capsule (PC) to the mid-vitreous, which moved like a "whiplash" during ocular movements [ Fig. 1d and Video 1]. [1] The best-corrected visual acuity was 6/12 in the RE (−6.25/−1.50 @10), and 6/6 (−1.50/−0.75 @170) in the left eye (LE). There were laser spots around peripheral retinal holes in the RE and retinal lattice degeneration in the LE. There was a history of worse vision in the RE compared to LE since childhood. There was no history of ocular trauma or incisional ocular surgery. The anterior segment optical coherence tomography (ASOCT) showed a very thin yet intact PC with a membrane attached to it [ Fig. 2a This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
For reprints contact: reprints@medknow.com

Access this article online
Quick Response Code:
Website: www.ijo.in 
Financial support and sponsorship
No financial support was received.
Conflicts of interest
None of the authors has a conflict of interest. plana [ Fig. 2c ]. On review of the old records, the best corrected visual acuity and ocular condition seemed stable. The patient was advised regular follow-up.
Our patient had unilateral high myopia (probably with lenticular [2] component), anisometropic amblyopia, with PFV, and an apparent appearance of PCR in the RE. A PCR was ruled out using ASOCT and UBM. Our case may represent the unilateral myopic variant of PFV, which is associated with good visual prognosis, normal anterior segment dimensions (rather than usual microphthalmia), and is usually detected late. [3] The retrolental membranes are a well-known feature of PFV. [4] Declaration of patient consent The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.
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In the first setting, the optic nerve head findings are documented using a smartphone, a high magnifying lens that is clipped over the camera of the smartphone [ Fig. 1a and b] and a 90 D lens. The images are captured after adequate pupillary dilatation, and with the patient looking straight ahead. For examining the patient's right eye, a 90 D lens held in the left hand of the examiner is placed close to the patient's eye and phone clipped with the magnifying lens is slowly moved forward and pictures are obtained [ Fig. 1c ].
Following are a few examples of the clinical conditions captured using this technique: (1) Glaucomatous optic disc cupping, (2) normal disc, (3) temporal crescent, and (4) papillitis [ Fig. 1d-g] .
In the second technique, the direct ophthalmoscope and the smartphone are used together to assess the optic disc and macular pathology. The smartphone camera is fixed directly onto the direct ophthalmoscope eye aperture (with glue or tape) [ Fig. 1h ] and the scope is slowly moved toward the patient's eye. Even though it is possible to appreciate the findings in un-dilated pupil, dilation is necessary to facilitate capturing the images with ease [ Fig. 1i ].
Discussion
Clinical assessment of the optic disc using the smartphone and an adapter has been noted in few observations. [1] [2] [3] [4] Our technique is both simple and cost-effective and in addition, the technique can be disseminated to medical colleagues from other specialties to document fundus findings in cases where immediate assessment by an ophthalmologist is not possible.
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